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Dear Editor,
We know that Roux-en-Y gastric bypass is currently consid-
ered the gold standard treatment for morbid obesity [1].
Internal hernias are one of its potential complications, with
an incidence ranging from 0.8 to 5% [1–3]. Intestinal obstruc-
tion due to internal hernia in patients undergoing gastric by-
pass is already well documented in the literature, but the oc-
currence of obstruction after abdominal dermolipectomy in
post-bariatric patients is still rarely reported. In such cases,
exploratory surgery and proper treatment cannot be delayed
due to the high risk of damage to the herniated intestinal loop
[4]. In this letter, we aimed to describe a symptomatic case of
intestinal obstruction due to internal hernia in a post-bariatric
patient who underwent abdominal dermolipectomy.

A 46-year-old woman underwent open Roux-en-Y gastric
bypass 6 years prior. Her total weight loss was 75 kg (BMI
prior to gastric bypass, 53.27 kg/m2), and her current BMIwas
29.05 kg/m2. The patient had no gastrointestinal symptoms.
Following weight loss, the patient underwent anchor-line ab-
dominal dermolipectomy (Fig. 1). On the first and second
postoperative days, the patient complained of bilateral back
pain and nausea, which worsened on the third postoperative
day. On the fourth day after the procedure, she went to the
emergency room at the same hospital reporting symptoms of
abdominal pain, nausea and vomiting.

An abdominal X-ray revealed distension of the small bowel
loops and fluid-air levels (Fig. 2). Computed tomography of
the abdomen showed significant distension and edema of the
small bowel loops, as well as diffuse fluid-air levels, especial-
ly in the left hypochondrium. The dilated and abundant intes-
tinal loops were located anterior to the spleen and posterior to
the stomach. In addition, the latter test also suggested an abun-
dance of a possible Roux segment within a smaller sac
(Fig. 3).

Twelve hours after arriving at the hospital, the patient de-
veloped persistent pain, abdominal distension in the four ab-
domen quadrants, and decreased bowel sounds. The diagnosis
of acute intestinal obstruction secondary to internal hernia was
considered. After antimicrobial prophylaxis, the patient
underwent exploratory laparotomy with hernia reduction
followed by a hernial orifice repair.

Small bowel loop herniation through an opening in the
transverse mesocolon was found during exploratory laparoto-
my. There was no evidence of ischemia or any vascular dam-
age to the loops, which were carefully reduced after cephalic
reflection of the colon. The Roux segment was reattached to
the transverse mesocolon using a continuous seromuscular
suture. Petersen’s space was closed, as was the defect in the
mesentery of the entero-entero anastomosis. The patient had a
postoperative recovery without complications and was
discharged on the third postoperative day.

We know that internal hernias are a known cause of intes-
tinal obstruction following Roux-en-Y gastric bypass, with an
estimated incidence of 0.8 to 5%, especially when the laparo-
scopic route is chosen [5–8]. It is believed that the decrease in
intra-abdominal fat after weight loss causes an elongation of
mesenteric defects. However, there are few reports of the oc-
currence of internal hernias after abdominal dermolipectomy
in post-bariatric patients. The increased risk in these patients is
known, but the occurrence of internal hernias after abdominoplasty
is rare [4].
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Weight loss in these patients, some months after gastric
bypass, results in a reduction in intraperitoneal fat, making
the mesenteric defects larger. Some intraoperative factors
can reduce the incidence of internal hernia, such as the closing
of all potential mesenteric defects, the use of non-absorbable
sutures, and the use of an antecolic, rather than retrocolic,
Roux segment [5, 7, 9]. The latter recommendation is associ-
ated with a significant decrease in the incidence of internal
hernias [10].

The most common symptoms presented by post-bariatric
patients with acute intestinal obstruction are abdominal pain
and vomiting, which are present in 70% of cases [7].
Abdominal pain may be vague and intermittent. Upon physi-
cal examination, abdominal distension is not significant, es-
pecially when symptoms have recently begun. Laboratory

tests are normal or show mild leukocytosis. X-ray images
may be normal in 20 to 30% of cases of intestinal obstruction
due to internal hernia [5, 7].

All these findings suggest that the bariatric and plastic surgeon
should take special attention in the evaluation of a post-bariatric
patient who has undergone abdominal dermolipectomy and who
develops abdominal pain. Furthermore, the evaluation should
include a detailed medical history, physical examination, and
laboratory and imaging tests.

Patients undergoing gastric bypass are advised to not be-
come pregnant and to not undergo abdominoplasty for 1 year
after their operations. The reasons are that the weight loss
needs to be stabilized, nutritional deficiencies need to be
corrected, and, in particular, any internal hernias must be
found. It is possible that abdominal dermolipectomy increases
intra-abdominal pressure and upwardly displaces the bowel
loops, increasing the likelihood of an internal hernia with en-
trapment of a bowel loop within a mesenteric defect [4].

Furthermore, the surgeon should be aware that an internal
hernia may present with nonspecific symptoms that may be
similar to those normally found in the abdominal
dermolipectomy postoperative period. The symptoms may
be episodic, and patients may not report the problem to the
doctor, thinking that this is to be expected after such a surgical
procedure. It is important not to delay surgical exploration, as
intestinal ischemia may occur, which increases patient
morbidity.
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Fig. 3 Computed tomography of the abdomen showed dilated loops of
small bowel in the left hypochondrium and fluid-air levels

Fig. 1 Postoperative of anchor-line abdominal dermolipectomy after
bariatric surgery

Fig. 2 Abdominal X-ray with distension of the small bowel loops and
fluid-air levels

OBES SURG

Author's personal copy



institutional and/or national research committee and with 1964 Helsinki
declaration and its later amendments or comparable ethical standards.

References

1. Paroz A, Calmes JM, Giusti V, et al. Internal hernia after laparo-
scopic Roux-en-Y gastric bypass for morbid obesity: a continuous
challenge in bariatric surgery. Obes Surg. 2006;16:1482–7.

2. Marchini AK, Denys A, Paroz A, et al. The four different types of
internal hernia occurring after laparoscopic Roux-en-Y gastric by-
pass performed for morbid obesity: are there any multidetector
computed tomography (MDCT) features permitting their distinc-
tion? Obes Surg. 2011;21:506–16.

3. Onopchenko A. Radiological diagnosis of internal hernia after
Roux-en-Y gastric bypass. Obes Surg. 2005;15:606–11.

4. Sakar S, Smith D, ScottMH. A rare complication of abdominoplasty
after bariatric surgery. Ann Plast Surg. 2010;64(1).

5. Higa KD, Ho T, Boone KB, et al. Internal hernias after laparoscopic
Roux-en-Y gastric bypass: incidence, treatment and prevention.
Obes Surg. 2003;13:350–4.

6. Ahmed AR, Rickards G, Hussain S, et al. Trends in internal hernia
incidence after laparoscopic Roux-en-Y gastric bypass. Obes Surg.
2007;17:1563–6.

7. Parakh S, Soto E, Merola S. Diagnosis and management of internal
hernias after laparoscopic gastric bypass. Obes Surg. 2007;17:
1498–502.

8. Ahmed AR, Rickards G, Johnson J, et al. Radiological findings in
symptomatic internal hernias after laparoscopic gastric bypass.
Obes Surg. 2009;19:1530–5.

9. Champion JK, Williams M. Small bowel obstruction and internal
hernias after laparoscopic Roux-en-Y gastric bypass. Obes Surg.
2003;13:596–600.

10. Madan AK, Menzo EL, Dhawan N, et al. Internal hernias and
nonclosure of mesenteric defects during laparoscopic Roux-en-Y
gastric bypass. Obes Surg. 2009;19:549–52.

OBES SURG

Author's personal copy


	Acute Intestinal Obstruction Due to Internal Hernia After Abdominal Dermolipectomy
	References


